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RACIAL DISPARITIES IN HEALTH CARE:
CONFRONTING UNEQUAL TREATMENT

TUESDAY, MAY 21, 2002

HOUSE OF REPRESENTATIVES,
SUBCOMMITTEE ON CRIMINAL JUSTICE, DRUG POLICY AND
HuMAN RESOURCES,
COMMITTEE ON GOVERNMENT REFORM,
Washington, DC.

The subcommittee met, pursuant to notice, at 12:09 p.m., in room
2154, Rayburn House Office Building, Hon. Mark E. Souder (chair-
man of the subcommittee) presiding.

Present: Representatives Souder, Cummings, and Davis of Illi-
nois.

Also present: Representative Waxman.

Staff present: Christopher Donesa, staff director and chief coun-
sel; Roland Foster, professional staff member; Conn Carroll, clerk;
Julian A. Haywood, minority counsel; Karen Lightfoot, minority
senior policy advisor; Josh Sharfstein, minority professional staff
member; and Jean Gosa, minority assistant clerk.

Mr. SOUDER. The subcommittee will now come to order.

Good afternoon. I'd like to thank all of you for being here today.
I want to start by recognizing and thanking Ranking Member
Cummings for raising the issue of racial disparities in health care.
We have scheduled today’s hearing at his request.

I would like to express my own serious concerns at the findings
which we will be reviewing today. They ought to be of concern to
all Americans because the Institute of Medicine has raised fun-
damental questions that could continue to weaken public percep-
tion of the health care system, threaten to perpetuate a health gap
between minorities and nonminorities if not addressed, and further
challenge already beleaguered health care providers.

A comprehensive report by the Institute of Medicine released in
March of this year found that minorities in America generally re-
ceive poorer health care than whites even when income, insurance
and medical conditions are similar. The IOM found that this in-
equality has contributed to higher minority death rates from a host
of chronic conditions.

For example, relative to Caucasians, African Americans and His-
panics are less likely to receive appropriate cardiac medication or
to undergo coronary artery bypass surgery even when factors such
as insurance and income are taken into account. African Americans
with end-stage renal disease are less likely to receive hemodialysis
and kidney transplantation, and African American and Hispanic
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patients with bone fractures seen in hospital emergency depart-
ments are less likely than whites to receive pain medication.

The report identified a number of causes for racial health dis-
parities including language barriers, inadequate coverage, provider
bias and lack of minority doctors.

In addition to other recommendations for remedying these dis-
parities which we will discuss more in depth, the IOM suggested
that public awareness should be raised of this issue. We hope to
further that goal today and discuss with representatives from the
administration and other witnesses how best to close the gap.

The IOM report is at least the fourth study released this year in-
dicating racial disparities in the health care system. A January
Centers for Disease Control and Prevention [CDC], report found
that although the health gap between whites and minorities nar-
rowed in the 1990’s, substantial disparities remain. A Common-
wealth Fund survey released earlier this month found that minori-
ties do not fare as well as whites on almost every measure of
health care quality. And a Harvard study released earlier this
month found that African American patients enrolled in Medicare/
Choice plans receive poorer quality of care than Caucasian patients
across several measures.

In November 2000, Congress passed the Minority Health and
Health Disparities Research and Education Act of 2000, which is
now Public Law 106-525, to confront many of the shortcomings
noted in these reports. This law established the National Center on
Minority Health and Health Disparities at the National Institutes
of Health, provided increased fundings and incentives for minority
health and health disparities research and new support for edu-
cation for both health professionals and patients to increase posi-
tive health outcomes for minorities. It also provided funding for
schools that are researching health disparities.

While it is too soon to determine what effects this law has made,
it is clear that more must be done to improve patient care for mi-
norities. Particularly patients must have the ability to take control
of their own health care decisionmaking. To do so will require im-
proved patient education access to affordable care and more choice
in making health care decisions.

I look forward to today’s testimony from the administration and
health care leaders on how best to move toward meaningful
progress, and I want to encourage the Department of Health and
Human Services to move promptly toward tangible steps to help
level the quality of care.

Again, I thank Congressman Cummings for his leadership in
bringing this important issue before us today, and I look forward
to continuing to work in the subcommittee toward an equality of
health care opportunities and care for all Americans.

[The prepared statement of Hon. Mark E. Souder follows:]



Opening Statement
Chairman Mark Souder

“Racial Disparities in Healthcare:
Confronting Unequal Treatment”

Subcommittee on Criminal Justice, Drug Policy,
and Human Resources
Committee on Government Reform

May 21, 2002
Good afternoon and thank you all for being here today.

| want to start by recognizing and thanking Ranking Member
Cummings for raising the issue of racial disparities in health care.
We have scheduled today’s hearing at his request, and | would like to
express my own serious concern at the findings which we will be
reviewing today. They ought to be of concern to all Americans,
because the Institute of Medicine has raised fundamental questions
that could continue to weaken public perception of the heaith care
system, threaten to perpetuate a “health gap” between minorities and
non-minorities if not addressed, and further challenge already
beleaguered health care providers.

A comprehensive report by the Institute of Medicine (IOM)
released in March of this year found that minorities in America
generally receive poorer health care than whites, even when income,
insurance and medical conditions are similar. The IOM found that
this inequality has contributed to higher minority death rates from a
host of chronic conditions.

For example, relative to Caucasians, African Americans
and Hispanics are less likely to receive appropriate cardiac
medication or to undergo coronary artery bypass surgery, even
when factors such as insurance and income are taken into
account. African Americans with end-stage renal disease are
less likely to receive hemodialysis and kidney transplantation,
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and African American and Hispanic patients with bone fractures
seen in hospital emergency departments are less likely than
whites to receive pain medication.

The report identified a number of causes for racial health
disparities, including language barriers, inadequate coverage,
provider bias and a lack of minority doctors. In addition to other
recommendations for remedying these disparities which we will
discuss in more depth, the IOM suggested that public awareness
should be raised of this issue. We hope to further that goal today and
discuss with representatives from the Administration and other
withesses how best to help close the gap.

The IOM report is at least the fourth study released this year
indicating racial disparities in the health care system.

. A January Centers for Disease and Control and Prevention
(CDC) report found that although the health gap between
whites and minorities narrowed in the 1990s, substantial
disparities remain.

. A Commonwealth Fund survey released earlier this month
found that minorities do not fare as well as whites on almost
every measure of health care quality.

. And a Harvard study released earlier this month found that
African American patients enrolled in Medicare+ Choice
plans receive poorer quality of care than Caucasian patients
across several measures.

In November 2000, Congress passed the Minority Health and
Health Disparities Research and Education Act of 2000-- which is
now Public Law 106-525 -- to confront many of the shortcomings
noted in these reports. This law established the National Center on
Minority Health and Health Disparities at the National Institutes of
Health, provided increased funding and incentives for minority health
and health disparities research and new support for education for
both health professionals and patients to increase positive health
outcomes for minorities. It also provided funding for schools that are
researching health disparities.



While it is too soon to determine what effects this law has
made, it is clear that more must be done to improve patient care for
minorities. Particularly, patients must have the ability to take control
of their own health care decisionmaking. To do so will require
improved patient education, access to affordable care and more
choice in making health care decisions. |look forward to today’s
testimony from the Administration and health care leaders on how
best to move toward meaningful progress, and | want to encourage
the Department of Health and Human Services to move promptly
toward tangible steps to help level the quality of care.

Again, | thank Congressman Cummings for his leadership in
bringing this important issue before us today and | look forward to
continuing to work in the Subcommittee toward equality of health care
opportunity and care for all Americans.
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Mr. SOUDER. I'd now like to yield to Mr. Cummings for an open-
ing statement.

Mr. CuMMINGS. Thank you, Mr. Chairman, and I thank you for
agreeing to my request to holding this important hearing today.
Today we will examine the progress that this Nation is making to-
ward creating a health care system in which being a minority is
not a mortality factor. As a Member of Congress and as an Amer-
ican of color, I deeply appreciate your willingness to examine the
unequal treatment that minority Americans continue to receive
within America’s health care system, especially the compelling and
disturbing evidence analyzed by a blue ribbon panel of scientists
under the auspices of the Institute of Medicine.

I join with you, Mr. Chairman, in welcoming all of our witnesses
from the Department of Health and Human Services today, and
particularly I want to thank Dr. Ruffin for being here under very
difficult circumstances. Your presence here today speaks volumes
about your commitment to fighting the persistent disparities we
find in our Nation’s health care system, and I thank you.

And our second panel, we’ll hear from our colleague Congress-
man Donna M. Christensen from the Virgin Islands, a physician
who has a long-standing interest in issues surrounding minority
health disparities; as well as Dr. Elena Rios, president of the Na-
tional Hispanic Medical Association.

Finally, let me also express a special welcome to the important
witnesses who are joining us here today from Johns Hopkins Uni-
versity in Maryland’s 7th Congressional District, which is, of
course, the district I represent. Dr. Thomas LaVeist, the associate
professor in the Bloomberg School of Public Health, and Dr. Lisa
A. Cooper, who serves as associate professor on the faculties of both
the Bloomberg School of Public Health and the School of Medicine.

Mr. Chairman, in 1998, with strong encouragement from the
Congressional Black Caucus, President Clinton committed this Na-
tion to eliminating racially based health disparities in six specific
areas by the year 2010. Those areas were infant mortality, cancer,
cardiovascular diseases, diabetes, HIV infection, AIDS and immu-
nizations. To their credit HHS Secretary Thompson and the Bush
administration have reaffirmed this important national objective.

Naturally, in order to cure and eliminate minority health dispari-
ties, we must first arrive at the understanding of their nature and
causes. That is why I was proud to join with Congressman Bennie
Thompson of Mississippi and other colleagues who care deeply
about this issue in sponsoring legislation to create the National
Center on Minority Health and Health Disparities at the National
Institutes of Health. The Center’s support for the IOM disparity
studies was critical, and I want to recognize the efforts of my good
friend and colleague Congressman Jesse Jackson, Jr., and the other
Members of Congress who worked diligently to secure funding for
the Center and for the study in the appropriations process.

Today we will discuss the implications of that study entitled Un-
equal Treatment: Confronting Racial and Ethnic Disparities in
Health Care. The IOM’s central conclusion is that Americans of
color tend to receive lower quality health care even when the pa-
tient’s income and insurance plans are the same, and that these
disparities contribute to our higher death rates and poorer health
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outcomes from heart disease, cancer, diabetes, HIV/AIDS and other
life-endangering conditions.

This unfortunate indictment of our health care system by Ameri-
ca’s health care establishment is a monumental moral challenge to
the policymakers of this great country. We have known for years
that Americans of color die before our time from a wide range of
illnesses, and that black mortality rates are higher than those of
Caucasians. While lack of health care access has played an obvious
role, the impact of racial biases and stereotypes on the quality of
medical care received has been more difficult to assess. The IOM
report demonstrates that these phenomena do exist, and we must
now ensure that America’s medical establishment comes to terms
with the impact of race as an independent factor.

When we know that the quality of care one receives in a doctor’s
office or in an emergency room may depend upon the color of one’s
skin, it is clear that we are dealing with a national civil rights
issue of the highest order, and we must address it in those terms.
Unless we dramatically expand the civil rights remedies available
to people of color, the national 2010 initiative to eliminate racial
and ethnic health disparities will simply fail. Title 6 enforcement
is critical, and we must provide resources to the Office of Civil
Rights so that it can aggressively enforce the civil rights laws and
regulations that exist to protect Americans from discrimination in
the health care system. Discriminatory effects of policies that limit
minority access to medical care continue to be deadly, and without
effective remedies, we will not see them go away.

Our witnesses will address a range of other initiatives that must
be undertaken if we were to achieve the administration’s goal, the
Nation’s goal, of ending racial disparities in health care. As the
IOM report tells us, education of both patients and providers im-
proved data collection and monitoring, and increasing the propor-
tion of minority health professionals are promiment among them.

Mr. Chairman, I hope we can develop some consensus around im-
plementing these initiatives so that the race will no longer be a
predictor of negative health care outcomes, and I again thank you
for holding this hearing. Thank you as well to all of our witnesses
for being with us today. I look forward to hearing your testimony.

Mr. SOUDER. Thank you.

I now yield to Mr. Davis.

Mr. Davis orF ILLINOIS. Thank you, Mr. Chairman, and let me
first of all thank you for holding this hearing. I also want to com-
mend the ranking member, Representative Cummings, for bringing
this subject matter to this venue.

I would like to ask for permission to submit my statement for the
record, to revise and extend it, and also thank my young colleague
who’s graduating from medical school next month, Scott, for pre-
paring it. And I look forward to attending his graduation, where I
am scheduled to be the commencement speaker.

I've been around this issue now for close to 40 years, and we've
been talking about disparities. When it comes to minorities, there
are disparities in everything that deal with quality of life in these
United States of America. And I guess if there’s anything that I've
learned, one of the things that I've learned and discovered is that
change is oftentimes a rather slow and subtle process. Matter of
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fact, people have been talking about problems of health care in a
documented way in this country ever since the 1800’s, when I guess
one of the first real studies were put together in Massachusetts,
something called the Shattuck report. And I find that the same
problems that were being talked about then are being talked about
now relative to what the issues are when it comes to health care.

Obviously one of the real factors contributing to disparities facing
African Americans and other minority groups is the disparity of in-
come, is the issue of poverty, the issue of people being poor and not
having resources.

I always suggest that my mother died prematurely because she
had to travel from the small town where she lived in Arkansas to
the University Medical Center in Little Rock in order to get treat-
ment for the dialysis problem, the kidney problems that she was
having.

I've known other individuals who could not get treatment be-
cause there was not the availability of resources where they were.
And then, of course, you look in other places and there is an over-
abundance of resources.

I represent a congressional district that has 23 hospitals in it,
four medical schools, 25 community health centers, three or four
large research institutes. And so the problem there is not nec-
essarily the unavailability of care. But you can go 2 miles from the
largest medical center complex in the country, which is in my con-
gressional district, and find some of the most dire health needs and
health statistics that exist.

And so it seems to me that in many ways we have a certain
amount of skill; we probably do some of the best medical education
in the world. Something called the Flexner Report was put out,
but—not only did it improve medical education, but it also put
most of the black medical schools out of business, and they have
not come back yet. I think it left only two, Howard and Meharry.

So it seems to me that when we talk about disparities, we're
really talking about how willing are we, as a Nation, to live up to
the notion that we can move toward equal justice, equal oppor-
tunity. There is still a paucity of African Americans who are
trained medical personnel. You look at the disparities in terms of
the numbers of physicians and other professionals who are African
Americans, and we still have the same problem. And so there needs
to be a revamping, I think, of the system, more emphasis placed
upon education, more emphasis placed upon life-style, more empha-
sis placed upon the desire and the need to be healthy.

Of course, when it comes to racism and race orientation and all
of those factors, we know that’s not so much a factor of skill, but
it’s a factor of will.

And so the struggle must continue. One of the things that Fred-
erick Douglass taught that I try and subscribe to is that if there
is no struggle, there is no progress. And so when you, Mr. Chair-
man, will hold a hearing on this subject in this committee, that is
a part of the continuing and ongoing struggle.

And you, Mr. Cummings, when you will raise the issue in this
committee so that we can have the kind of discussion with the ex-
perts who have come to testify—and I want to thank all of them
for coming and bringing their expertise. But what we really need
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to do is move toward a national health system, a national health
plan, everybody in, nobody out, a system that takes the idea that
health care is indeed a right and not a privilege. And a country
with as much technology, with as much proficiency, as much re-
source and as much understanding as we have can, in fact, do that.

So I thank you and look forward to the information that will be
shared by our expert panelists. And I yield back the balance of my
time.

[The prepared statement of Hon. Danny K. Davis follows:]
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"Racial Disparities in Healthcare: Confronting Unequal Treatment
Statement of Danny K. Davis

Mr. Chairman, I thank you
for covering this matter today
discussing "Racial Disparities
in Healthcare: Confronting
Unequal Treatment". In a
time where healthcare and

healthcare workers are
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fighting for fair funding from
the Centers of Medicaid and
Medicare Services (CMS),
minority patients have been
fighting for fair treatment
from healthcare workers for
years. Many studies have

documented the poor health
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and health outcome of
minorities, reflecting a long
history of economic
deprivation and barriers to
healthcare.

One of the studies named |

"The Commonwealth Fund
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2001 Health Care Quality
Survey" highlighted
continuing areas of concern.
On the 1ssue of Health
Insurance and Access to
Care, about one-third of
African Americans ages 18 to

64 were uninsured during the
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year (30%), compared with
one of five (20%) non-elderly
white adults. Also, African-
Americans non-elderly adults
are less likely to have job-

based insurance (59% black

vs. 70% white) and more
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likely to use public programs
(11% black vs. 4%white).
Hispanics have been
documented with the highest
uninsured rate among all
racial or ethnic groups. About
half of Hispanics under age

65 (46%) report no insurance
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during the past year as
compared to whites (20%).
One of five Asian American
adults ages 18 to 64 is
uninsured in the past year
with especially high rates for
Korean and Vietnamese

Americans.
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On the i1ssue of health status
and health habits, African-
Americans were generally at
or above national averages
for diagnoses of high blood
pressure, heart disease,

cancer, diabetes, obesity, and
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asthma. Overall, Hispanics
are less likely to report a
chronic disease than the total

U.S. population.

On the 1ssue of Patient-
Physician Interaction, 23

percent of African-Americans
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compared with 16 percent of
whites report one or more
measures of poor
communication with their
physician. In the Hispanic
population, 33 percent of |
Hispanics report they had a

problem understanding or



20

communicating with their
doctor. Asian Americans
were less likely to rate their
care highly, less likely to be
confident about their care,
and more likely to indicate
having a communication

problem with their physician.
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These statistics are alarming
to hear but it is reality. These
are a few of the major
reasons minorities morbidity
rates are increasing
astronomically. In a time of

limited resources for
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physicians and health care
workers, the health gap
between minorities and non-
minorities is increasing. As a
nation, we need to increase
public awareness, implement
evidence-based guidelines for

medical treatment, improve
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Mr. Chairman I would like to
see a miracle happen today
and let us end racial
disparities in healthcare in

this country.
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Mr. SOUDER. I'd like to yield to the distinguished gentleman from
California, the ranking member of the full committee and member
of the subcommittee, Mr. Waxman.

Mr. WAXMAN. Thank you, Mr. Chairman.

Democrat or Republican, conservative or liberal, I do not believe
there is any Member of Congress who can ignore the findings of the
March 2002 report from the Institute of Medicine called “Unequal
Treatment.” This landmark report surveyed hundreds of scientific
studies and found significant disparities in medical treatment and
life-or-death outcomes by race and ethnicity.

What the report found was tragic. Minorities are less likely to re-
ceive needed cardiac medication and cardiac surgery and are less
likely to receive kidney dialysis or transplants. Minorities are also
less likely to receive the most effective treatments for HIV. Minori-
ties are also less likely to have their pain adequately treated. The
list goes on and on.

Here in Congress we are proud of our record of expanding NIH
funding to develop new breakthrough treatments for diseases that
cause immense human suffering, but these efforts are tarnished if
we cannot make the treatments available. We have accomplished
little if we permit the fruits of research to remain out of the reach
of so many thousands of American citizens.

It is a testament to the importance of this issue that the Sub-
committee on Criminal Justice has called this hearing in bipartisan
fashion, and I commend the Chair, Representative Souder, and the
ranking member, Representative Cummings, for their leadership.

Today, we will hear about the findings of the Institute of Medi-
cine panel. We will also discuss solutions. It is not enough just to
denounce health disparities. We must also take action to reduce
them. The Institute of Medicine report includes a set of rec-
ommendations that I hope we will explore today.

For example, one recommendation is that patients with public in-
surance receive the same managed care protections as those in pri-
vate insurance. Because patients on Medicaid and other public in-
surance programs are disporportionately minorities, inadequate pa-
tient protections can increase health disparities. We need to ask
whether the current administration is committed to following this
recommendation.

The Institute of Medicine panel also supports funding for innova-
tive efforts to deliver medical care so that all patients, regardless
of ethnicity or race, receive necessary treatments. We need to ask
whether the current administration has supported full funding for
such initiatives.

The Agency for Healthcare Research and Quality has developed
a program to accomplish some of these ideas. We need to ask
whether the current administration is supporting full funding for
these initiatives.

The report calls for efforts to fight discrimination against racial
and ethnic minorities in the health care system. We need to ask
whether the current administration has backed away from a rule
to prevent discrimination against Medicaid patients, many of whom
are minorities.

I am pleased that the administration has sent several witnesses
from the Department of Health and Human Services here today. I
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am also pleased that several experts from medical professional as-
sociations and the Institute of Medicine have come for today’s sec-
ond panel. And I hope that today’s hearing is not an end, but a be-
ginning. By discussing the policies that are necessary to address
health disparities, this hearing can be an important step toward a
greater understanding of the commitment that Congress, as well as
the medical profession, must make to provide equal treatment in
the United States.

Thank you very much, Mr. Chairman.

Mr. SOUDER. Thank you.

[The prepared statement of Hon. Henry A. Waxman follows:]
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Statement of the Honorable Henry A. Waxman
Ranking Minority Member
Committee On Government Reform

Hearing on Hearing on Racial Disparities in Healthcare
before the Subcommittee on Criminal Justice, Drug Policy and Human Resources

May 21, 2002

Chairman Souder,

Democrat or Republican, conservative or liberal, I do not believe there is any Member of
Congress who can ignore the findings of the March 2002 report from the Institute of Medicine
called Unequal Treatment. This landmark report surveyed hundreds of scientific studies and
found significant disparities in medical treatment and life-or-death outcomes by race and
ethnicity.

‘What the report found was tragic. Minorities are less likely to receive needed cardiac
medication and cardiac surgery and are less likely to receive kidney dialysis or transplants.
Minorities are also less likely to receive the most effective treatments for HIV. Minorities are
also less likely to have their pain adequately treated. The list goes on and on.

Here in Congress, we are proud of our record of expanding NIH funding to develop new
breakthrough treatments for diseases that cause immense human suffering. But these efforts are
tarnished if we cannot make the treatments available. We have accomplished little if we permit
the fruits of research to remain out of the reach of so many thousands of American citizens.

It is a testament to the importance of this issue that the Subcommittee on Criminal Justice
has called this hearing in bipartisan fashion. I commend the chair Representative Souder and the
ranking member Representative Cummings for their leadership.

Today we will hear about the findings of the Institute of Medicine panel. We will also
discuss solutions. It is not enough just to denounce health disparities, we must also take action to
reduce them. The Institute of Medicine report includes a set of recommendations that I hope we
will explore today.

For example, one recommendation is that patients with public insurance receive the same
managed care protections as those in private insurance. Because patients on Medicaid and other
public insurance programs are disproportionately minorities, inadequate patient protections can
increase health disparities. We need to ask whether the current Administration is committed to
following this recommendation.

The Institute of Medicine panel also supports funding for innovative efforts to deliver
medical care, so that all patients, regardless of ethnicity or race, receive necessary treatments.
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The Agency for Healthcare Research and Quality has developed a program to accomplish this.
‘We need to ask whether the current Administration has supported full funding for such
initiatives.

The report also calls for efforts to fight discrimination against racial and ethnic minorities
in the health care system. We need to ask whether the current Administration has backed away
from a rule to prevent discrimination against Medicaid patients, many of whom are minorities.

I am pleased that the administration has sent several witnesses from the Department of
Health and Human Services here today. I am also pleased that several experts from medical
professional associations and the Institute of Medicine have come for today’s second panel. I
hope that today’s hearing is not an end, but a beginning. By discussing the policies that are
necessary to address health disparities, this hearing can be an important step towards a greater
understanding of the commitment that Congress as well as the medical profession must make to
provide equal treatment in the United States.

Thank you very much.
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Mr. SOUDER. Before proceeding, I'd like to take care of a couple
of procedural matters.

First, I ask unanimous consent that all Members have 5 legisla-
tive days to submit written statements and questions for the hear-
ing record, that any answers to written questions provided by the
witnesses also be included in the record.

Without objection, it is so ordered.

Second, I ask unanimous consent that all exhibits, documents
and other materials referred to by Members and the witnesses may
be included in the hearing record and that all Members be per-
mitted to revise and extend their remarks.

Without objection, it is so ordered.

We begin with our panel of administration witnesses. We have
excellent representation from the department today, for which I'd
like to thank each of you and the department. As I'm sure most of
you know, we also ask you to summarize your testimony in 5 min-
utes, and we will include your complete statement in the record. As
an oversight committee, it’s our standard practice to ask all of our
witnesses to testify under oath, so if each of you could rise, I'll ad-
minister the oath.

[Witnesses sworn.]

Mr. SOUDER. Let the record show that each witness responded in
the affirmative.

As you have heard, Dr. John Ruffin, Director of the National
Center on Minority Health and Health Disparities, has had some
family matters that he has to attend to. And we want to express
our sympathy to you and your family for your struggles. And be-
cause of that, we're going to have you give your testimony and then
take some questions; and then you can be excused because we
know you need to get on to that.

But we thank you for taking the time to come to us today for this
hearing.

STATEMENTS OF JOHN RUFFIN, Ph.D., DIRECTOR, NATIONAL
CENTER ON MINORITY HEALTH DISPARITIES, NATIONAL IN-
STITUTES OF HEALTH; NATHAN STINSON, JR., Ph,D., M.D.,
M.P.H., DEPUTY ASSISTANT SECRETARY FOR MINORITY
HEALTH, OFFICE OF PUBLIC HEALTH AND SCIENCE; RUBEN
KING-SHAW, JR., DEPUTY ADMINISTRATOR AND CHIEF OP-
ERATING OFFICER, CENTERS FOR MEDICARE AND MEDIC-
AID SERVICES; CAROLYN CLANCY, M.D., ACTING DIRECTOR,
AGENCY FOR HEALTHCARE RESEARCH AND QUALITY, U.S.
DEPARTMENT OF HEALTH AND HUMAN SERVICES

Mr. RUFFIN. Thank you, Mr. Chairman.

Good afternoon, Mr. Chairman and Mr. Cummings and other
members of the subcommittee. I'm honored to join you today as the
first Director of the National Center on Minority Health and
1’I;Iealltﬁl Disparities for this special hearing on racial disparities in

ealth.

It is quite timely for me to update you on work of the new center
to eliminate health disparities in light of the recent findings in the
IOM report.

To echo the words of the Deputy Secretary of Health and Human
Services Claude Allen, these are issues that we in the Department
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have been confronting and working to resolve for many years. We
are always alarmed, however, by the extent and impact of health
disparities across our Nation.

One of the great challenges we have faced over the past decade
is the need to convince people that these problems are real and
that they can be addressed through science. The IOM report helped
greatly in this regard by serving to further document this crisis.

As you know, the new center at the NIH was created by Public
Law 106-525, the Minority Health and Health Disparities Re-
search and Education Act of 2000. The timing could not have been
better. The law has help us transition from the NIH Office of Re-
search on Minority Health to a new center designated to address
health disparity issues from a research perspective. The Center
cannot do this alone, however. In fact, no single agency can do this
alone. The health disparity crisis is multifaceted and will require
a multidisciplinary approach from institutions across the country.

Ours is an NIH-wide effort with the Center at the focal point. To
reduce and eliminate health disparities, we will work with our
other partners at NIH, but we will also work with other agencies
and outside organizations and institutions involved in health dis-
parities.

We at the table this morning are networking among ourselves
and with our constituencies. Only in this way will we be able to
produce the results that will address the IOM recommendations.
We have asked our stakeholders across the country what should we
be doing that we’re not doing. We have taken their advice and are
now developing the NIH strategic plan and budget to reduce and,
ultimately, eliminate health disparities.

We also have three core programs provided in law that estab-
lished our center. Our loan repayment program will give us an op-
portunity to produce a core of individuals who are culturally sen-
sitive to health disparities. This type of program has worked well
in other areas, such as HIV/AIDS. This work force—doctors, re-
searchers, nurses, health care professionals—will sensitize even
more individuals to the health disparities and help us combat the
crisis.

In fiscal year 2001, as a result of the creation of the Center and
the creation of the loan repayment program, 8 months after the
creation of the Center, 45 health professionals received loan repay-
ment programs or loan repayment awards. We will set up a new
round of competition for additional awards to be made this year.

We must sensitize not only individuals, but also institutions to
the health disparity crisis. Our endowment program, also provided
by law, is available to section 736 institutions under the Public
Service Act. This program will provide assistance for training and
research and will bring more individuals into the health disparity
research arena. Seven institutions were approved for awards in fis-
cal year 2001. Payments already have been made to five of these
institutions, and payments are on the way for the other two insti-
tutions.

We also are now accepting applications for the next round of
competition and plan to make more awards this year. This is a col-
laborative effort between the National Institutes of Health and
HRSA.
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The crown jewel of all of our efforts will be the creation of our
Health Disparity Centers of Excellence around the country. We will
establish these centers across the country to level the playing field
supporting a wide array of institutions to engage in research, re-
search training and health disparities.

We have developed three mechanisms, Mr. Chairman, of support
for this program in order to involve institutions at all levels of ca-
pability. We are currently accepting applications and plan to make
awards this year.

We also continue to buildupon our collaborative relationships
with our HHS partners, many of whom are sitting at the table.
Last year, we participated in 214 collaborative projects. This year
we have received over 250 requests to cofund new initiatives from
other NIH institutes and centers. This is a testament—it is an in-
dication of the seriousness of the health disparity issues.

While we would like to fund them all, there are congressional
mandates within the new center that we’re also committed to.
However, we will maintain our obligation to several other NIH in-
stitutes and centers projects as well as our support to various
OMH, AHRQ and CDC projects.

With the Centers for Disease Control, we continue to support the
Reach 2010 program of Racial and Ethnic Approaches to Commu-
nity Health, which is entering its second phase. This program is a
cornerstone initiative aimed at eliminating disparities in health
status experienced by ethnic minority populations, and I'm sure
those at CDC will talk more about their collaboration with the Na-
tional Institutes of Health and our support for that program.

The collaboration of the National Center on Minority Health and
Health Disparities collaborated with the Office of Minority Health
of the Department of Health and Human Services. It is broad-
based, and it includes the goals of increasing research on minority
health issues, collecting data, improving the data base, increasing
the recruitment and retention of minority students in biomedical
science and conducting community outreach and public education
programs.

There’s a whole host of programs for which we collaborate with
the Office of Minority Health with AHRQ. The Agency for
Healthcare Research and Quality supports several programs aimed
at understanding and eliminating health disparities that focus on
community outreach, building research capacity and training. The
Center provides funding for many of these projects, particularly the
EXCEED program. It is our intent to continue to support these ef-
forts and to continue to collaborate with our various partners.

The Center continues to explore and develop future initiatives for
research activities and programs aimed at reducing and eliminat-
ing health disparities. We will be meeting with our new advisory
council in the coming weeks to discuss a number of new initiatives
that we plan to launch.

The Center is considering a cultural competency initiative which
addresses the need for the development of cultural competency
among health care providers and others who participate in health
care processes. There is an urgent need, Mr. Chairman, for such in-
dividuals to have a firm grasp on how various belief systems, cul-
tural bias, family structures, historical realities and a host of other
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culturally determined factors influence the way people experience
illnesses and the way they respond to advice and treatment. We
understand that such differences are real and translate into real
differences in the outcome of care.

We will explore with our advisory council the establishment of
health disparity community centers that will conduct research, pro-
vide shared resources and provide the formal infrastructure to fa-
cilitate rapid advances in knowledge about communication among
health disparity populations. These interdisciplinary efforts will re-
sult in new theories, methods and intervention that will contribute
to addressing and ultimately eliminating disparities in health sta-
tus.

Finally, Mr. Chairman, the Center is grateful to the Congress,
the administration, the NIH institutes and centers and to all of you
for the overwhelming support that you have provided the Center in
transitioning from the Office of Research on Minority Health to the
National Center on Minority Health and Health Disparities. I'm
proud of the progress that the Center has made over the past year
in establishing its organizational structure and programs. We will
continue to work with our many partners to explore new opportuni-
ties to reduce and eliminate health disparities.

Through continued and increasing collaborative ventures, the
Center will work diligently to define the health disparity issue for
every American and garner support to ensure the health of all
Americans.

Health disparity is an issue that transcends minorities and other
health disparity populations. Clearly, it is everybody’s concern and
it calls for shared responsibilities to effect permanent change. Each
year we will be providing an annual report to the Congress on the
result of our activities. We would be pleased, Mr. Chairman, to
keep your subcommittee informed of our progress as well.

Thank you for the opportunity to speak with you today.

[The prepared statement of Mr. Ruffin follows:]
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I am honored to join you today as the first Director of the National Center on Minority
Health and Health Disparities (NCMHD) for this special hearing on Minority Health
Disparities. I am thaunkful to the Congress for realizing the need, listening to the American
people, and helping to enact legislation to create the Center. This is a great opportunity for
me to update you on the activities of the NCMHD in light of the recent findings in the
Institute of Medicine’s report ~ “Unequal Treatment: Confronting Racial and Ethnic

Disparities in Health Care.”

As creators of the law, health disparities advocates and health professionals, I need not tell
you the statisties and the disproportionate burden of disease and death from cancer, stroke,
heart disease and diabetes that confront minority populations. You also recognize that
while the United States has made great sfrides in advancing the health of the nation, not
everyone has benefitted equally. These are just some of the influential factoers that urged
the Congress to pass the Minority Health and Health Disparities Research and Education
Act of 2000, in November 2000, to create the NIs newest Center, the National Center on
Minority Health and Health Disparities. The official launching of the Center took effect in
January 2001. Now, a little over one year old, I would like to share with you what we have
been doing to implement the law and address the elimination of health disparities. For the
benefit of those of you who may not be familiar with the law, let me briefly tell you what

the Congress has asked us to do.

NIH Role in Eliminating Health Disparities May 21, 2002
House Gov, Reform Subcommitiee on Criminal Justice, Drug Policy, & Human Rescurces Page 2
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According to Public Law 106-525, the National Center on Minority Health and Health
Disparities is authorized to lead, coordinate, support and assess the NIH effort to reduce
and ultimately eliminate health disparities. The law also broadened the scope of the
NCMHD’s constituency to include other health disparity populations, such as the medically
underserved. The Center’s statutory priority must be Minority Health Disparities
Research. To carry out these provisions, the Center has to implement three core programs
--a Loan Repayment Program, an Endowment Program and a Centers of Excellence
Program, as well as take the lead to develop a trans-NIH Comprehensive Strategic

Research Plan and Budget to reduce and ultimately eliminate health disparities.

Many of you are familiar with our predecessor the Office of Research on Minority Health,
which for 10 years served as the foundation within the NIH to systematically address
minority health issues. As an Office, we worked with the NIH Institutes and Centers,
commmunity organizations and other federal agencies to identify research gaps and then
applied our findings to create science. We realized the complexity of the issues and the
multi-dimensional approach needed to ensure resolution, and through many of our
partnership efforts, we were able to effect positive results which included the establishment
of about 100 health-related projects and support to approximately 30 research training
programs, such as the “Bridges to the Future” program with the National Institute of

General Medical Sciences.

Other partunership projects undertaken with NIH Institutes and Centers include:

NIH Role in Eliminating Health Disparities May 21, 2002
House Gov. Reform Subcommittee on Criminal Justice, Drug Policy, & Human Resources Page 3
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. The African-American Study of Kidney Disease and Hypertension and the
Minority Organ and Tissue Transplant Program, with the National Institutes
of Diabetes and Digestive and Kidney Diseases;

. The development of research relationships between minority medical schools
and the NCI Comprehensive Cancer Care Centers, in collaboration with the

National Cancer Institute; and

The ORMH collaborative activities expanded beyond the NIH ICs. The Office also worked
with other Department of Health and Human Services agencies including the Office of
Minority Health, the Centers for Disease Control and the Agency for Healthcare Research

Quality. With the Office of Minority Health, ORMH supported projects such as:

. The Asian and Pacific Island American Health Forum, and
. The National Medical Association’s Mazique Symposium, as well as

programs of

. The Association of Asian Pacific Community Health Organizations;
. The Association of American Indian Physicians;

. Quality Education for Minorities and

. The National Alliance for Hispanic Health.

The Office succeeded by working collaboratively at various levels to unveil the gaps,

NIH Role in Eliminating Health Disparities May 21, 2002
House Gov. Reform Subcommittee on Criminal Justice, Drug Policy, & Human Resources Page 4
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develop innovative projects to bridge those gaps, evaluate the outcomes and ultimately
translate the outcomes into programs. The Center will continue to build upon these

activities and this collaborative philosophy.

Over the past year, the NCMHD has worked diligently with its partners, the other
Institutes and Centers (ICs) and Offices at NIH, to implement the statute. Tam grateful
for the extensive support and cooperation that the Center has received from Dr. Ruth
Kirschstein, former Acting Director of NIH, and all of the other IC Directors. The help of
the other ICs is demonstrated in the Center’s achievements that I will discuss. In FY 2001,
we were appropriated a total of $132,044,000.00 to assume our activities. I am pleased to
inform you that we have implemented all of our core programs authorized by Congress,
developed the draft Trans-NIH Comprehensive Strategic Research Plan and Budget to
Reduce and Ultimately Eliminate Health Disparities, solidified our organizational
structure, hired new staff, co-sponsored several projects with other NIH Institutes and

Centers and created the Center’s website which can be accessed at www.ncmhd.nih.gov.

NIH COMPREHENSIVE STRATEGIC RESEARCH PLAN AND BUDGET

For the first time in the history of the National Institutes of Health, it will have a
comprehensive Strategic Research Plan and Budget that will be a guiding mechanism for
the conduct and support of all NIH minority health disparities research and other health

disparities research activities. NCMHD was honored to be charged with the development

NIH Role in Eliminating Health Disparities May 21,
House Gov. Reform Subcommittee on Criminal Justice, Drug Policy, & Human Resources
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of this plan in collaberation with the Director of NIH and the Directors of the other NIH

ICs.

The Plan was developed with substantial input from various stakeholders including the
public, academia and health professionals, representing those populations who
disproportionately experience disparities in health. It describes current activities and
future plans of the NIH to address the health disparities crisis, to build a culturally
competent cadre of biomedical and behavioral investigators and to increase the number of

minority clinical and basic medical scientists who are essential to the success of our efforts.

There are three main goals of the plan -- research, research infrastructure and community
outreach which encompasses information dissemination and public health education.
Within each goal there are areas of emphasis and objectives to accomplish the priorities
identified. Each objective outlines an action plan, time-line, performance measures to
monitor and report progress and outcome measures to demonstrate accomplishment and
ultimate impact. The Plan will continue to be an evolving document over the next five
years. Once finalized, it will be posted on the NCMHD website on a continning basis, and
comments from the public will be welcomed. We will update and revise the Strategic
Research Plan and Budget annually with the continued collaborative input of the other

NIH ICs, and we will provide annual reports on our progress.

NIH Role in Eliminating Health Disparities May 21,
House Gov. Reform Subcommittee on Criminal Justice, Drug Policy, & Human Resources
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NCMHAD PROGRAMS AUTHORIZED UNDER P.L. 106-525

One of the new capabilities that the Center welcomes is the opportunity to award grants.
The Center’s Advisory Council was recently appointed to offer advice and serve as the
second level of review for grant applications. The NCMHD established two grant funding
programs in FY 2001 —the Loan Repayment Program and the Endowment Program for
Section 736 (Public Health Service Act) Institutions. We have also recently launched
another grant funding program, --the Project EXPORT Centers of Excellence Program.
None of this would have been possible without the collaborative effort that the other NIH

Institutes and Centers extended.

LOAN REPAYMENT PROGRAM

The National Center on Minority Health and Health Disparities created two loan
repayment programs in fiscal year 2001 --the Loan Repayment Program for Health
Disparities Research and the Extramural Clinical Research Loan Repayment Program for
individuals from disadvantaged backgrounds. The Loan Repayment Program for Health
Disparities Research is aimed at increasing the number of highly qualified health
professionals in health disparity research careers, and focuses on basic, clinical, and
behavioral research with priority given to biomedical research. The Extramural Clinical
Research Program seeks to increase the number of highly qualified heaith professionals

from disadvantaged backgrounds who pursue clinical research careers. Applicants to the

NIH Role in Eliminating Health Disparities May 21,
House Gov. Reform Subcommittee on Criminal Justice, Drug Policy, & Human Resources
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loan repayment programs must have a health professions degree, such as a M.D., Ph.D.,
D.0., D.D.S,, or equivalent doctorate degree. Individuals completing their residencies,

post-doctoral training, and internships may also apply.

I am pleased to report that the first round of loan repayment awards were made to 45
health professionals in FY 2001, eight months after the Center’s creation, Twenty-eight
awards went to the Health Disparities Research Loan Repayment Program, and seventeen
awards to the Extramural Clinical Research Loan Repayment Program. Of the total 45
awards, 34 individuals were from a health disparity population, and 11 were Caucasians
pursuing health disparities research. Health disparity populations consist of African
Americans, Hispanics, Asians, Pacific Islanders, Native Americans, Alaska Natives and the
medically underserved. The medically underserved are members of the general
population, as well as racial and ethnic minerities who live below the poverty line and live
in non-metropolitan rural areas where a high percentage of the counties are designated as
health professional shortage areas. The breakdown of the 34 health disparity population

awardees are as follows:

Race/Ethnicity Total HDR-LRP ECR-LRP
African Americans 22 11 11
Native Americans 02 02 00
Asian Americans 04 02 02
Hispanic Americans 04 02 02
NIH Role in Eliminating Health Disparities May 21, 2002

House Gov. Reform Subcommittee on Criminal Justice, Drug Policy, & Human Resources Page 8
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Caucasians 02 00 02

THE ENDOWMENT PROGRAM

The Center is fortunate to have had similar success in implementing the Endowment Program for
Section 736 Institutions, as authorized by Public Law 106-525. These institutions are Centers of
Excellence already established by the Health Resources and Services Administration under
Section 736 of the Public Health Service Act. The purpose of this program is to facilitate
capacity building for minority health disparities research and other health disparities research at
institutions that have a demonstrated commitment to educating and training researchers from
minority and health disparity populations. In FY 2001, the NCMHD made the first round of

endowment awards to five institutions.

Additionally, the Center is preparing to make endowment awards to two institutions that
participated in the FY 2001 competition, per the recommendation of reviewers. The
Endowment Program is an on-going priority for of the Center. Presently, the Center is accepting
applications for the fiscal year 2002 round of competition through June 17, and plans to issue

awards in September.

CENTERS OF EXCELLENCE PROGRAM

The Centers of Excellence in Partnerships for Community Outreach, Research on Health

NIH Role in Eliminating Health Disparities May 21, 2002
House Gov. Reform Subcommittee on Criminal Justice, Drug Policy, & Human Resources Page 9
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Disparities and Training (Project EXPORT) will be established at academic institutions with a
significant number of students from racial and ethmic minority and other health disparity

populations. These Centers will:

= Promote the conduct of minority health and/or health disparities research;

. Encourage the participation of members of health disparity groups in biomedical

and behavioral research as well as prevention and intervention activities; and

- Build research capacity.

The NCMHD recently concluded a series of technical assistance workshops in Dallas, Texas;
Morgantown, West Virginia, Birmingham, Alabama and Seattle, Washington, to inform the
community about the program and the application requirements. Workshop presentations are
available on the Center’s website for interested constituents who could not attend the workshops.
Applications are currently being accepted until May 24" We plan to announce the FY 2002

awards in September.

COLLABORATIVE PROJECTS

As the NCMHD evolves, we remain committed to forging partnerships among disciplines,

communities, individuals, and at all levels of our constituency. With the support of our

NIH Role in Eliminating Health Disparities May 21, 2002
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constituents within and beyond the NIH community, we are able to identify the issues and gaps in
minority health and explore the approaches that would help to make health disparities a historical
phenomenon. The NCMHD envisions an America in which all populations will have an equal
opportunity to live long, healthy and productive lives. We will leave no one behind. Examples

of recent collaborative project findings include:

. Just last month, the American Academy of Ophthalmology issued a press release
on the findings of Project VER, which stands for Vision, Evaluation, and
Research Project. This was a joint project of the NCMHD and the National Eye
Institute, which revealed that open-angle glaucoma was the leading cause of
blindness among a sample group of Hispanic Southern Arizona residents of

Mexican descent.

. Last year, the Diabetes Prevention Program that we supported in partnership with
the National Institute of Diabetes & Digestive and Kidney Diseases, showed that
moderate diet and exercise are beneficial in delaying and possibly preventing type
2 Diabetes for people who are overweight and at high risk.

Other collaborative projects that the NCMHD supports with other NIH ICs include:

. The Innovative Approaches to the Prevention of Obesity Program with the
National Institute of Diabetes & Digestive and Kidney Diseases, which is aimed at

evaluating interventions to environmental factors that contribute to inappropriate

NIH Role in Eliminating Health Disparities May 21, 2002
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weight gain in children, adolescents and adults.

. The Overcoming Barriers to Treatment Adherence In Minorities and Persons
Living in Poverty Program, in conjunction with the National Heart, Lung and
Blood Institute. The program evaluates interventions to overcome treatmernt
adherence among racial and ethnic minorities and people living in poverty faced

with certain diseases.

. The Healthy Aging in Nationally Diverse Longitudinal Samples (HANDLS)
program, with the National Institute of Aging, is a community-based research
effort designed to evaluate normative age-related health disparities in minority and
socio-economically diverse populations. The program uses a Medical Research
Van to facilitate the participation of minority, medically underserved and socio-

economically diverse subjects in age related clinical research.

These are just examples of the many collaborative projects that the Center is undertaking that

hold much promise for the American people.

NEW INITIATIVES
NCMHD is excited about the opportunity to undertake new approaches to address health
disparities. As highlighted in the FY 2003 budget, some of the projects that wil be of priority to

the Center include:

NIH Role in Eliminating Health Disparities May 21, 2002
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. The Virtual University Program: to improve training outcomes for students from
minority and other health disparity groups, improve the transition from
undergraduate to graduate programs and to independent investigators, and serve as
a resource for continuing education and/or retooling for faculty at participating

institations.

. The Rural Poor and other Health Disparity Groups: the NCMHD will collaborate
with the National Institute on Dental and Craniofacial Research (NIDCR) to
support 1) planning grants for research to prevent or reduce oral health disparities,
2) pilot grants for research to prevent or reduce oral health disparities, and 3)
research infrastructure and capacity building for participating institutions to

reduce oral health disparities.

. Community Qutreach: the NCMHD is committed to creating
communicationcharinels that lend themselves to the bi-directional, interactive
pature of effective outreach. Accordingly, the NCMHD will divide its outreach
efforts into three major objectives:

- Outreach to Communities and their Community Based Organizations;

- Outreach to Health and Social Service Professionals; and

- Outreach to Health, Research and Social Service Institutions, Professional

NIH Role in Eliminating Health Disparities May 21, 2002
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Organizations, and the Business Sector.

. Mississippi Delta Project: with a medical research agenda for the Mississippi

Delta Region, the NCMHD will concentrate on:

0

@

3

Q)

CONCLUSION

Solidifying the organizational and technological network within the
community to conduct research on health disparities;

Increasing the level of involvement of community residents in health
research;

Facilitating the availability of culturally-appropriate health education
material; and

Establishing a base for involvement of small businesses with these entities.

The NCMHD is grateful to the Congress, the Administration, the NIH Institutes and Centers and

to all of you for the overwhelming support that you have provided the Center in transitioning

from the Office of Research on Minority Health, to the National Center on Minority Health and

Health Disparities. I am proud of the progress that the Center has made over the past year in

establishing its organizational structure and programs. The American people can now learn

about the Center’s activities and programs by accessing our website at www.ncmhd.nih.gov

which is now averaging about 50,000 hits a month. Through continued and increasing

collaborative ventures, NCMHD will work diligently to define the health disparity issue for every

NIH Role in Eliminating Health Disparities May 21, 2002
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American, and gamer support to ensure the health of all Americans. Health disparities is an issue
that transcends minorities and other health disparity populations, it is everybody’s concern and

calls for shared responsibilities to effect permanent change.

Thank you again for the opportunity to speak with you today.

NI Role in Eliminating Health Disparities May 21,2002
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Mr. SOUDER. Thank you for your testimony and congratulations
on being the first Director. There will never be another first Direc-
tor, so it has to be tremendously satisfying; and I appreciate your
leadership.

I have a specific question on HIV/AIDS. It is increasingly becom-
ing more and more dominant in the African American and Hispanic
communities. In fact, other groups have stabilized or dropped, but
the number of black and Hispanic women becoming infected contin-
ues to increase each year.

What efforts are you making to address this epidemic, and why
do you feel that the current efforts are failing, because in this area
it’s actually increasing?

Mr. RUFFIN. Well, as you know, Mr. Chairman, there is an office
at the National Institutes of Health which deals specifically—Con-
gress has mandated an office that deals specifically with AIDS re-
search at the National Institutes of Health. And that office collabo-
rates with all of the other centers at the National Institutes of
Health and also collaborates with the new center, that is the Cen-
ter on Minority Health and Health Disparities.

And also if it’s—we have been able—there is a report, a new re-
port, which I've just seen recently, that has come from that particu-
lar office that deals specifically with how they plan to address
those specific issues. Clearly, they recognize that this has become
of epidemic proportions within those communities that you just
mentioned. And during a visit to—their Web site, I noticed re-
cently, clearly points out a number of initiatives that go to the core
of your question.

That particular office, as well as the NIH in general, is beginning
to invest and expand funding in research infrastructure at minority
institutions to increase capacity for support for HIV/AIDS research.
We are also increasing a number of funded minority investigators,
because we know that goes to the heart of it as well.

We need to get more minority investigators trained in those
fields. I think that the AIDS loan repayment program is a good
way of doing that, because what we do by supporting those individ-
uals is that we’re saying to professionals around the country that
if you go into AIDS research, what we will then do is that we will
pay back those big loans that individuals have incurred in medical
school, and other health professionals, to deal specifically with that
whole issue. And I think as we begin more and more to train that
cadre of researchers and get the word out, we will begin to address
those issues, and in a major way.

And there are a number of initiatives that are under way, and
particularly in the Office of AIDS Research.

Mr. SOUDER. So let me see if I understand: In your office, would
the loan repayment program be under your office even—and one of
the things your goal would be is to try to address the HIV/AIDS
question in the minority communities?

Mr. RUFFIN. One of the things that happened at the NIH, and
specifically with the creation of the new Center—the AIDS loan re-
payment program has been at the NIH for some time, but it was
an intramural program. Individuals wishing to study and to come
and do research on AIDS would have to come to the NIH and do
that research in our intramural program. With the creation of the
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Center, we now have an extramural loan repayment program,
which means that individuals, minorities as well as nonminorities,
throughout the country who are doing research in these fields can
do that research wherever they happen to be.

Whether those individuals are in Wisconsin or anywhere, any-
where else in the country, they can now do research in those var-
ious areas. So now we have what is called an extramural loan re-
payment program that will help us to address those needs.

The program sponsored by the Center also does something else,
it’s not just for MDs. It’s for MDs, Ph.D.s, individuals in dentistry,
osteopathic medicine. Because all of those health professional fields
are going to play a role in our ability to eliminate health dispari-
ties. That’s the new aspect that comes with the extramural loan re-
payment program that did not exist when we had the intramural,
just the intramural loan repayment program at NIH.

Mr. SOUDER. Is there a similar overlap in your outreach pro-
grams?

Mr. RUFFIN. Yes. Also I should add to that now—the loan repay-
ment program is a program now that is extended in all of the insti-
tutes and centers at NIH. All of the institutes and centers can par-
ticipate in the loan repayment program at NIH. This is the first
year, of course, that we’ve been able to do that.

Mr. SOUDER. Thank you.

Mr. Cummings.

Mr. CuMMINGS. Thank you very much, Mr. Ruffin, for being with
us.

I want to go back to something that Congressman Davis talked
about in his opening statement, when he was talking about the
medical schools, African American, black medical schools. And it
seems like this would be an ideal place, Howard and Meharry, to
perhaps address these problems and at the same time do some-
thing for the students there, do something for the institutions.

It’s my understanding, for example, that the Howard School of
Nursing has a program with Yale.

Mr. RUFFIN. Right.

Mr. CUMMINGS. Apparently, they send 4th year, I guess, students
from Howard to Yale for a month, about a month, a little bit over
a month; and they then get introduced to, I guess it is, high-level
research.

And it sounds like—when I heard you talking about research, I
take it—I mean, is that the kind of thing that you’re talking about
also? I mean, these are nurses that would normally—in talking to
the Dean at Howard, she tells me they would at the end of their
4 years just go on and begin to practice. But it opens up the door
to research.

Mr. RUFFIN. Absolutely. By the way, the funding for that pro-
gram comes out of the Center. So I'm pleased to take credit for
that.

Mr. CummINGSs. Wonderful.

Mr. RUFFIN. I must also say to you that partnering between mi-
nority and majority institutions is something that is highly encour-
aged.
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But I also mention in my testimony the creation of Centers of
Excellence, Health Disparity Centers of Excellence. These centers
would be distrubuted all over the country.

You know, we have other kinds of disparities. As I listened to
Congressman Davis talk about some of the situations in Arkansas,
one of the other kinds of disparities that we have in our country
is, “geographical disparities as well.” So getting these centers lo-
cated to various places throughout the country, I think, is going to
help.

Many of the historically black colleges and universities will bene-
fit from the creation of these centers because we have devised at
NIH three different mechanisms to level the playing field. All of
our programs are competitive programs, but institutions have to
begin to compete on different levels. So we’ve created three dif-
ferent mechanisms for institutions to compete for these Centers of
Excellence.

One is what NIH calls an R-25 mechanism, which is simply a
planning grant. Institutions which may not be ready for a center
can compete for the planning grant, 3 years, up to $350,000 a year
to plan for their centers.

Other institutions, we have a mechanism which we call a P-20;
those are institutions—essentially an exploratory center. It’s a cor-
porate agreement. We hold hands with those particular centers to
say, NIH is here. We're going to help you. We are going to be with
you. We’re going to walk until you are ready to go on your own.

Those centers, individuals will compete on those.

Then, of course, throughout the country we have institutions like
Yale and others that we’ve invested in over the years that we want
to also get involved in health disparity research. These are P-60’s,
and those institutions will be able to compete for health disparity
grants as well. And so we are going to make those awards this Sep-
tember.

We have had what we call technical assistance workshops all
around the country over the last few months to tell people how to
compete, before the fact to give them the information and to let
them know what the expectations are. And I know from the inter-
est that we’re going to get a number of institutions around the
country competing for these programs.

Mr. CUMMINGS. I know that you don’t have a crystal ball, but you
are in a position where at some point around 2010 somebody is
going to—a whole lot of people are going to probably say, well, back
then a few years ago a goal was set for us to address these dispari-
ties effectively by 2010, and I mean, what do you see happening?

What do you—I mean, what obstacles are in your way from what
you can see? And talk about money and talk about what we can
do as the Congress to help you address these issues.

I just—you know, I couldn’t help but just listen, and listening to
Congressman Davis, I have two relatives, a grandfather and a
grandmother, who I know died prematurely; and I never even got
to know them. And so, you know, we talk about quality of life, we
also talk about the quality of life of having that grandparent there
for that grandchild. Because, you know—and it just—I don’t know
if a lot of people realize how serious this problem is because, going
back to my question, what do—where do you see us in 2010?
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Mr. RUFFIN. Mr. Cummings, I'm encouraged; and one of the rea-
sons I'm encouraged is for the very thing that’s happening here
today, that is, your ability and the ability of this subcommittee to
listen to those of us who have been out in the communities and
have listened to the individuals who are affected most. At the NIH
and certainly with the creation of the new Center, we've tried to
establish a new paradigm. And I think this new paradigm is going
to lead to some results that perhaps we didn’t get in the past and
we will get by 2010.

And that paradigm is this: What we’re trying to do is to do what
you’re doing and that is to listen to the community. I mention in
my statement that we go and we ask the community, what is it—
and they’re the ones after all who know best. We ask them, what
is it that we should be doing that we’re not doing. And when you
give people a chance to talk, they generally tell you what it is that
needs to be done.

What we have to do as professionals is take the recommenda-
tions that they give to us, bring it back to an organization, an
agency like the NIH, the premier biomedical research facility in the
world, and try to take those recommendations and convert them to
good science. And that’s what we are trying to do. And think if we
do that, I think the result this time around is going to be different.

And so my perspective, looking through my crystal ball, is very
favorable about what’s going to happen as it relates to health dis-
parities.

Mr. CUMMINGS. Just one last question. What’s the relationship
between NIH training programs that you were describing and
those who—HRSA’s Bureau of Health Professionals that aim to
train minority clinicians; and is it a complementary relationship?

Mr. RUFFIN. HRSA has for some years, as you know, had the
Centers of Excellence program. These are 736 institutions that
were established in public law. They’re not all minority institu-
tions, some of them are research-intensive institutions, but a great
deal of them are minority institutions.

The law that established the center has allowed us the ability to
make loans—I'm sorry, endowments to many of those institutions;
and funds from those endowments can be used for a multiplicity of
purposes. Not all of those 736 institutions would qualify. It is the
institutions among the HRSA Centers of Excellence that are doing
good science, but that have small endowments. And we’re con-
centrating on those institutions to give them the necessary re-
sources to build a strong biomedical emphasis.

Mr. CUMMINGS. Again, we thank you for—under the cir-
cumstances, for being with us. And you know our spirit and our
hearts are with you. And our prayers.

Mr. RUFFIN. Thank you.

Mr. SOUDER. Mr. Davis.

Mr. Davis orF ILLINOIS. Thank you very much, Mr. Chairman.

Dr. Ruffin, let me first of all congratulate you on your appoint-
ment, and I also would commend the appointing officer for making
what I would think was a very wise selection.

Mr. RUFFIN. Thank you, sir.
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Mr. Davis oF ILLINOIS. Your testimony actually is some of the
most stimulating that I've heard in a long time in terms of possi-
bilities for serious movement.

I also want to commend you on the program activity that has al-
ready been generated, especially the loan repayment which deals
with a real issue and a real problem that people have.

And then the whole business of trying to train more minority re-
searchers. I can tell you, I've participated in so many research
projects where we first had to train the principal investigators
until I just got tired of it; you know, I'm saying this is ridiculous
that these are the people who are in charge, and we’ve got to train
them. And so I'm so pleased to see that.

And also I'm pleased to see that there would be some focus on
trying to engage the historically black colleges and universities
more into the activity. I think that we've made a tremendous
amount of progress.

When we had the old health rights programs when we really saw
health in a big way in communities, still many of the people that
we're talking about are poor. I mean, many of the people with the
greatest amounts of disparity, notwithstanding the fact that there
are some other people that have some too, but poor people. And it
seems to me that poor people require certain kinds of help and
process; and you mentioned outreach, and that’s my question.

When there was a great deal of outreach, I thought we were
making serious progress. But then we killed off that activity pre-
maturely, again, I think when we killed off the old OEO program
and activities.

And how prominent do you see outreach becoming as a part of
the focus of the Center as we deal with the disparity question?

Mr. RUFFIN. It’s a major part. And not only that, but I mentioned
to you that we ask people constantly, what is it that we ought to
be doing that we’re not doing. And this is one of the issues that
come up often. And there are several ways that we’re going to try
and do these kinds of things over time.

One, of course, is, as I said, trying to develop the centers in stra-
tegic places around the country. But in addition to that, one of the
other issues that has been raised prominently is the role of commu-
nity and community-based organizations, all in all, of what we do.

I have to say that at NIH is one of those; that’s one of those
areas where there is a gap, and that is the participation of commu-
nity-based organizations. We’ve had some activities where commu-
nity-based organizations have participated with academic institu-
tions in various partnerships. But there, terms of developing a role,
a very significant role, for community-based organizations, I think
that would enhance to a great extent our ability to do effective out-
reach. And we’re going to continue to develop some programs in
that area as well.

The community is demanding that we develop some programs in
that area. So we have an office in the new Center that is devoted
exclusively to outreach and a relationship with community-based
organizations and trying to address that very issue that you're
mentioning.

Mr. DAvis oF ILLINOIS. Let me just thank you very much. Your
words to my ears are like manna from heaven, because I don’t be-
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lieve that you could do a lot of things for people, that you have to
do things with people. And if you get people engaged and involved
and have you them moving in concert, then I think you can see
some progress.

And so, you give me a great deal of hope. And I certainly look
forward to working with you and hope that we can move this proc-
ess along.

And I thank you very much, Mr. Chairman, and yield back.

Mr. RUFFIN. Thank you, sir, and thank you for allowing me to
testify today.

Mr. SOUDER. Thank you, Dr. Ruffin. You're free to leave. We ap-
preciate once again that you stayed today.

Mr. SOUDER. Next, we move to the testimony from Dr. Stinson.

Dr. STINSON. Good afternoon. I am Nathan Stinson, the Deputy
Assistant Secretary for Minority Health and the Director of the Of-
fice of Minority Health in the Department of Health and Human
Services. I thank you for the opportunity to testify before the sub-
committee today.

As has been previously stated, it is very clear that health dis-
parities are not a new occurrence. In fact, the 1983 issue of Health,
United States, which is the annual report card on the health status
of the American people, documented that, although significant
progress had been made in the overall health picture, there still
were persistent and chronic disparities experienced by racial and
ethnic minority populations versus the United States as a whole.

During the final evaluation of Healthy People 2000, where the
experts in the different health fields testified about the progress
made over the past decade, almost without exception they talked
about how the health in general had improved but how disparities
among racial and ethnic minorities had either persisted or in many
cases had gotten worse over the past decade.

This hearing, as Dr. Ruffin said, could not be more timely. There
are many efforts that are occurring not only within the Department
of Health and Human Services but also in State and local commu-
nities to address a problem that we know will not go away unless
we give it direct and focused attention.

The Department of Health and Human Services is currently in-
volved in a process of developing a comprehensive overall plan to
address and to marshal the assets that it has in all of the different
agencies to address the disproportionate burden of illness on racial
and ethnic minority populations. The Office of Minority Health, be-
cause of its role as the adviser to the Assistant Secretary of Health
and the Secretary in health-related matters as they affect racial
and ethnic minority populations, has the opportunity to play a very
key role in shaping not only the policy aspects on how to address
these problems but also the implementation of any of the particular
programmatic activities within the Department.

I am going to talk very, very quickly about five specific areas as
ways that the Office of Minority Health implements its programs
or influences the Department in its programmatic development and
implementation. The five areas are not in any particular order of
priority, but I want to start out by talking about strategic commu-
nication and information dissemination.
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It is very, very clear that it is important to develop the appro-
priate health messages, to deliver those messages in a way that in-
dividuals are receptive to and, as importantly, to gauge how effec-
tive we have been in producing an enhanced knowledge base and
sometimes a change in any particular behavior.

The Office of Minority Health has periodic communications that
it makes available to over 10,000 organizations and individuals. We
have a Web site that is available for organizations and the public
at large, and we have also tried to enhance the capacity of the re-
source center from a science and research capability to try to pro-
vide the opportunity to create a one-stop shopping place for organi-
zations and for individuals who have any interest in the areas of
minority health.

One of the specific and new activities is a partnership that we
have at ABC Radio with their urban network radio stations around
the country where the Department of Health and Human Services
is providing ABC Radio with the medical content and the messages
that they then play on their affiliates around the country at no cost
to the Department, but it is a very important way to reach the pop-
ulation at large.

Clearly, the Department cannot do this by themselves. Partner-
ships are crucial to addressing the problems of health disparities
around this Nation. We work closely with State departments of
health. Many of them have offices of minority health and have
formed a minority health network where we work very closely with
the efforts that are occurring within individual States and minority
communities.

It is very, very important, as Dr. Ruffin said, that the rec-
ommendations, the program development, the implementation are
really based on good science. So the Office of Minority Health, be-
cause it has a direct appropriations, is also able to fund some dem-
onstration programs to test some innovative ideas and test out
some different opportunities, outreach to minority communities and
then try to help translate some of the lessons learned and some of
the models that work into the broader categorical programs within
the Department.

One of the last two areas I want to talk about is policy develop-
ment. Clearly, it is very crucial, as we look at how effective our
programs are in attaining the outcome we are interested in, is that
we make sure that any type of particular policies that we have do
not create any barriers to what happens at the State and local
level, but, more importantly, that we actually have a systematic
way of policy development and implementation that actually en-
ables the actions that are necessary to address health disparities
to occur and, therefore, are very proactive in overcoming any per-
ceived barriers that are there.

Last is the collection of racial and ethnic data. This area is ex-
tremely important. It is important that we understand where the
potential problems are, but it is also important in that we have
complete and comprehensive information so that we know whether
or not we are actually producing the outcome we want, we know
whether or not it is time to change what we are doing because the
application of those resources are not going to likely deliver the
output that we are interested in, and that we also know what other
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areas of disparities are starting to develop in any other particular
group or any other particular condition.

As Dr. Ruffin said, quite directly and very completely, this is a
very unique time that we have to step back and really look at what
is it that we need to do to keep this Nation healthy and strong,
what do we need to do now as we look at the objectives and goals
that we have for Healthy People 2010, what do we need to do now
to assure that the investments that we make as a Nation are going
to give us and allow us to reach that ultimate outcome at the end,
which is a healthier Nation.

Thank you again for the opportunity to testify before the sub-
committee.

Mr. SOUDER. Thank you.

[The prepared statement of Dr. Stinson follows:]
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Good morning. Iam Dr. Nathan Stinson, Deputy Assistant Secretary for Minority Health and
director of the Office of Minority Health (OMH). Iwant to thank Chairman Souder, Mr.
Cummings, and the respective members of the Criminal Justice, Drug Policy and Human
Resources Subcommittee of the House Government Reform Committee for the invitation to
testify at this important hearing on the Department of Health and Human Services’ (HIIS) status

and progress towards eliminating racial and ethnic health disparities.

BACKGROUND

It is clear that health disparities are not new occurrences. The 1983 issue of Health, United
States, the annual report card on the health status of the American people, docum